services has not been implemented. There was almost a complete failure of statutory authorities to provide day care for the elderly. Though there were about 10 centres of population in the study area there were only 2 day hospitals for the elderly and 2 local authority day centres for the elderly. Although this talk 'Problem Families' comes under the guise of a research report, it can be more appropriately described as a case study of a subject which lends itself, by its very nature, to a more intuitive than empirical approach.
One may well ask, as medical students and doctors, why we should consider problem families at all. In fact, problem families impinge on the working lives of most doctors, whether general practitioners or hospital doctors. Rarely today can we treat medical problems in isolation from the patient and his environment as a whole. A headache or asthma may be the presenting symptom and may seem fairly simple to treat by drugs, but if we delve further and find a problem family, drugs may not be enough as a cure nor can they stop the symptom occurring again if the precipitating factor in the environment, e.g. damp housing or stressful family life, has not been removed. The doctor cannot, of course, directly control these factors but without knowledge of them he cannot make a rational assessment of the medical problem and decide on appropriate treatment.
Another reason why doctors should be aware of the problem families is that the doctor may be the first person to come into contact with a problem family, e.g. a harassed mother presenting with backache, or a child with bronchitis or a head injury as a result of battering. The doctor should recognize the situation and call in social workers if required, for neglect of this duty may have fatal consequences for the children.
The term 'problem family' was first consciously used in the 1940s in an attempt to describe a group of families living in squalor and unable to make constructive use of the social services. Attention was drawn to these families in the early years of the second world war during the evacuation of the cities and mixing of the social classes. Problem families must have existed before then but once a label was attached to this ill-defined group, interest grew in them and remedies were proposed. Perhaps problem families were only seen as a problem when the welfare state defined certain minimum standards so that any drop below this level became more noticeable.
Attempts to define problem families have largely failed since they represent a heterogeneous group with wide variation in social inefficiency. A typical definition is that of a family with many children, where there is financial mismanagement and debt, social isolation, child neglect both physical and psychological, truancy and delinquency of the children, living in squalor and disorganization with multiple problems and known to several social agencies at one time. Thus it is difficult to define a problem family but easy to recognize or describe one.
The characteristic of high fertility can be seen as sexual irresponsibility or compensation for personal inadequacy, but perhaps large numbers of children are a selective factor in bringing the family to the notice of the authorities. The characteristic of child neglect causes the authorities and general public much concern but this characteristic is not confined to problem families. It is said 'problem families beget problem families', no doubt the explanation of this is rooted in the detrimental effect of the environment on the children who will reproduce their parents' behaviour, and thus the vicious circle is never broken.
The numbers of problem families are uncertain since we cannot define the term precisely, but they probably form between 0.15-1.5% of the population and are predominantly an urban problem though they do exist in rural areas.
The following case history describes a particular family I have visited who illustrate some of these multiple problems.
Case History Mrs 'B' has been married twice and is awaiting her second divorce. At the moment she is living with Mr 'B', himself a divorced man. They live in the basement of an old house in two rooms, one kitchen and one bathroom, with four children all under 12. Mrs 'B' has had five children altogether. She had to marry her first husband at 19 because she was pregnant. She is now 30. Her first marriage ended in divorce and before the divorce was through she was living with another man, Mr 'S', whom she later married. The second marriage was again a disaster; there were tales of Mr 'S' beating her. Three unwanted children were born who developed variously pneumonia and scabies. The attention of the local authorities was drawn to them, for health visitors and neighbours reported neglect and the NSPCC were brought in. The youngest of these three children was adopted immediately by a family in Wiltshire and Mrs 'B' knows nothing more about her.
Mrs 'B' has been waiting for a divorce from her second husband for five years. She could not understand the delay but it seems that the authorities could not find him for a long time. Now at last he has been found in prison. She hopes to marry Mr 'B' when her divorce comes through. Meanwhile, she has had her fifth child, this time by Mr'B'.
The house they live in is very old and damp, and they rent the basement from the landlord. The landlord has not attempted to remodernize the place and even if he does, the rent will be put up and the original tenants will have to leave as they would not be able to afford it.
On entering the house one stands in a very damp corridor, with wall paper peeling down and the floor uneven, rough and dirty. The four children sleep in the bedroom: two girls in a single bed, the baby in a cot and the boy of 8 on an old settee with so many holes in it that he puts wooden planks in the bottom to sleep on. At one time the whole family slept in this room but now a bed has been moved into the living room and Mrs 'B' sleeps there by night while Mr 'B' sleeps there during the day.
Mr 'B' is a long-distance lorry driver working nights and by all accounts should be earning a fairly good wage. He does, however, have to send £7.50 every week to his first wife to support her and her three children. The 'B's illustrate the mismanagement of money seen in many problem families. Mrs 'B' looks quite well dressed while the children are 'tatty'. Every night she spends money going out to Bingo and she leaves the children in the care of the eldest child of 11. When I arrived with the health visitor, Mr 'B' was at the bookies. They are now £170 in arrears with the rent. They have had their names down for a council flat for one year now, but it is unlikely that they will get one as their rent is in arrears with a private landlord.
The family have redecorated their living room though it was still very dirty and had a high smell of urine. This room is quite small and is made even smaller with a bed in it. The youngest child of 2 had nowhere to play except in that room and he clambered about, pulling wires out of sockets and nearly pushed the television over while I was there. One minute Mrs 'B' would be shouting at him, another minute being affectionate. The oddest thing was the way she gave him a bottle of milk of magnesia tablets to play with, and every few minutes gave him one to suck, like a sweet. This child does not usually wear any trousers and urinates all over the carpet, though he was wearing a nappy when I arrived and the health visitor said the place was much cleaner than usual! The child has had many colds and bronchitis since birth and looks pale and unwell.
Regarding the other children, one of the daughters, aged 7, is still enuretic but Mrs 'B' does not recognize this as a problem, so nothing is done. The boy aged 8 is very disturbed, being rejected by his mother as an unwanted child by another marriage. School reports show he is very slow and maladjusted and the teachers feel he is well on the road to delinquency. In his spare time he goes out rat catching, as the house has many rats and mice. He also plays with matches and has set alight the kitchen window frame.
The kitchen is minute and extremely untidy and it seemed unlikely that much cooking was done there. Mrs 'B' said she did not do much cooking and they ate out a lot, but on closer questioning she said she only cooked soup and chips in the evening for the children as she felt school meals were enough, while she often ate out.
The basic problem in this family seemed to be rooted in Mrs 'B' herself and also the environment of the damp, overcrowded flat where, on top of the overcrowding of people, they also kept two greyhounds and a budgerigar. Mrs 'B' is reluctant to talk about her past but she was the eldest of 4 sisters living in Wales and her father was a bus conductor. She feels she is the black sheep of the family and rejected by her parents, perhaps because she had to marry in a hurry. In the past she has been on probation for stealing. Her reputation in the area as far as men is concerned is rather poor, and she is said to invite men in from the factory down the road. She was on the pill but she gave it up a year ago as she said she does not like medicines or injections. She insists she needs no contraception because she is careful; in her words: 'He sleeps days, I sleep nightsso I'm all right'.
Mrs 'B' is an unstable character, one day depressed and another happy and at present one wonders how long her relationship with Mr 'B' will last. She is not unintelligent and wants to get as much as she can out of the welfare state in the way of benefits and even clothing and mattresses from the health visitor. She is irresponsible and while I was there she received a bill for £20 for Christmas cards she sold for a firm and she tore it up.
The health visitor's role seemed to be rather in question, in relation to problem families. She appeared to be too interested in the health and welfare of the children while the basic problem of the mother's personality and unstable marital relationship was ignored. The health visitor seemed to view the problem family first and foremost as a problem of faulty domestic health and child care standards. The health visitor's role has potential; because of the notification of births, she visits all children and therefore brings all families under review, but has the health visitor the qualification or the time to understand and diagnose the more subtle, psychological problems involved?
Even if the 'B's were rehoused in a new council flat one wonders if they would change their basic way of life. Many problem families still present with the same sort of behaviour after rehousing for the problem is deep rooted in the individuals themselves.
This family illustrates the magnitude of the problem involved. Where should we start? Do we try to solve their various financial, housing, education, health and psychological problems? These difficulties face social workers every day. These families are at the bottom of the pile and likely to stay there unless we break the vicious circle, perhaps through influencing the children to prevent them begetting further problem families.
It is almost an insoluble problem, no one solution can exist, but if by using the term 'problem family' doctors may recognize that the problem exists at all, and cooperate and communicate with the rest of the welfare system about such families, then part of the battle is won, for doctors today must increasingly be aware that they are part of the community and the welfare state and that they cannot practise medicine in isolation.
The following paper was also read: In England and Wales carcinoma of the breast is the leading cause of death from cancer among women. It accounts for more than 10 500 deaths a yearthe second greatest cause is carcinoma of the large intestine (6000 deaths), while carcinoma of the uterine cervix, which gives rise to so much concern, accounts for only 2300 deaths a year. It is surprising, therefore, how little is known about the epidemiology of the condition. Recently Campbell (1972) has summarized the evidence. The salient features are: a remarkable variation in both incidence and death rate between different countries (for example, the agestandardized annual incidence from cancer registries is 59 per 100 000 in Connecticut and 13 per 100 000 in Tokyo); a social gradient, with higher mortality in the higher social classes; a higher mortality in single than in married women; a decline in incidence in married women as parity increases; an increase in mortality in young women over the past two decades; and a suspicion, repeated from textbook to textbook, that lactation may in some way be protective. And that is about all.
The International Study An international collaborative study of the reproductive histories of women with breast cancer has been organized 
